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Abstract

The present study reports the case of a 62 year old patient who complained of a swelling over left breast
one and half months back. An ulcer developed over the swelling measuring 6x6 c¢cm in size and it was
insidous and gradually progressive in nature. The ulcer presented with a slough over left breast with
irregular margins and nipple areola complex was not seen. There was negative history of trauma, chest
pain, breathlessness, nausea, vomiting, hematamesis, weight loss, breast cancer in family. A biopsy of the
ulcer crater which was taken revealed invasive ductal carcinoma. Metastatic workup was done which
revealed multifocal lungs liver spleen and brain metastasis with TNM stage 4. Chemotherapy and
radiotherapy was started and hormonal sensitivity was checked. The patient was found to be responsive
to estrogen and progesterone receptor and had negative HER 2.

As with many other rare “orphan” diseases, male breast cancer is understudied. The rarity of the disease
precludes prospective randomized clinical trials. In addition, few researchers and minimal funding have
focused on breast cancer in men, but further work is clearly needed to better understand this disease. It
shares many similarities with breast cancer in women; yet some clear differences have emerged. In this
article, the latest information on the epidemiology, biology, and treatment of male breast cancer is
reviewed.

Keywords: male breast cancer; epidemiology; review.

Introduction

Breast cancer in men is rare, and it accounts for
about 1% of all malignant breast neoplasm
cases?.The estimated incidence is 1 case for
each 100,000 men “?. Among the histologic
types, invasive ductal carcinoma is the most
prevalent breast cancer in males, with an
incidence varying from 65 to 95%®% . Male
breast cancer has unimodal age-frequency

distribution with a peak incidence at 71 years old.
Conversely, female breast cancer has a bimodal
age-frequency distribution with early-onset and
late-onset peak incidences at 52 and 72 years old,
respectively ). We present the case of a 62 year
old male patient who presented with metastatic
disease 6 years after the initial mastectomy. We
also present a literature review of incidence,
histological patterns, receptor status, patterns of
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metastasis & prognosis of male patients with
breast cancer.

Case Study

A 62 year old patient came with complaint of an
ulcer over the left breast since 4 to 5 months. The
ulcer was spontaneous in onset & gradually
progressing in size. There was history of
serosanguinous discharge from the ulcer. He gave
a past history of undergoing a surgery over the
same site 6 years back for a swelling that he had
noticed following a trauma. He did not receive
any adjuvant treatment at that time & presented 6
years later with above complaints. There was no
family history of breast or ovarian cancer. He also
did not give any history of bone pains, fractures,
jaundice, abdominal distension, convulsions or
focal neurological deficits.

On examination he had stable vitals, ECOG score
of 0 &no evidence of cachexia.

There was a 5 x 4 x 4 cm ulcer over the left breast
overlying the scar of previous mastectomy. The
ulcer had irregular margins, indurated edges,
slough over the floor with serosanguinous non
foul smelling discharge & was fixed to the chest
wall. He had multiple hard, immobile left axillary
palpable lymph nodes.

b
Figure 1: Ulcer on Left Breast
An edge biopsy of the ulcer revealed high grade
invasive ductal carcinoma. Immuno-
histochemistry was positive of estrogen &
progesterone receptors & negative for HER-2-nu
receptors. Metastatic workup was done which
revealed multifocal lung, liver, spleen and brain
metastasis.

Figure 2: X-Ray Showing Metastasis
He was started on chemotherapy with palliative
breast irradiation & Tamoxifen. The patient
tolerated the treatment well with ECOG score
persistently O & stable disease.

Discussion (Literature Review)

Since the incidence of breast cancer is low, no
randomized trials have been conducted and most
information on male breast cancer has been
collected from retrospective studies spanning
several decades, and treatment recommendations
have been extrapolated from results of trials in
female patients. Differences between male and
female breast carcinoma have been noted; male
breast carcinoma has a tendency to present at
higher clinical stages and with more lymph node
metastases. The incidence increases exponentially
with age.©

Table 1: Incidence of Male Breast Cancers in
Different Regions

Countries Incidence of Breast Cancer
Tanzania® 6%

Eastern India® 0.6%

Pakistan® 4.6%

Western Countries®™ 1%

The etiology of male breast carcinoma is unclear,
but hormonal levels may play a role in the
development of this disease.  Testicular
abnormalities such as undescended testes,
congenital inguinal hernia, orchidectomy,
orchitis, and infertility have been consistently
associated with elevations in breast cancer
risk ™ Klinefelter’s syndrome, in which patients
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carry XXY chromosomes, may be present in
3%-7% of men with breast cancer, giving
males with Klinefelter’s syndrome a 50-fold
greater risk over the general male population.?
Men with a family history of breast cancer in a
female relative have 2.5 times the odds of
developing breast cancer.* Prior radiation as in
case of mantle field for Hodgkin lymphoma
increases the risk of a subsequent breast
cancer.Alcohol-use, liver disease, obesity,
electromagnetic field radiation, and diet have all
been proposed as risk factors, but findings have
been inconsistent across studies. Approximately
15%-20% of men with breast cancer report a
family history of breast or ovarian cancer. It is
estimated that approximately 10% of men with
breast cancer have a genetic predisposition, and
BRCA2 is the most clearly associated
genemutation.'?  BRCA1 mutation is also
associated with PTEN, P53, and CHEK2['31¢]
Among male BRCA2 mutation carriers, the
estimated lifetime risk of breast cancer is 5%—
10% compared with a general population risk of
0.1%.*" The lifetime risk of MBC with BRCA1
mutations is approximately 1%-5%.*®! CHEK2
1100 del C increases the risk of both male and
female  breast cancer, particularly  among
individuals with a family history and a CHEK2
mutation™Atall stages, black men have a
higher incidence than white men. Black men
also tend to have poorer prognostic features such
as advanced-stage disease, larger tumor sizes,
more nodal involvement, and higher tumor
grade, compared with  their white
counterparts.?”

The most common presenting symptoms in male
breast carcinoma patients are a  painless
subareolar  lump, nipple retraction, and
bleeding from the nipple®?! Nipple is involved
in about 50% of cases at presentation.”**! Due to
lack of awareness, >40% of men present with
stage I1l or IV disease./”

Biopsy is required for definitive diagnosis in most
breast cancer cases in men. Fine-needle aspiration
(FNA) biopsy of the male breast has high

sensitivity and high specificity, and with almost
100% positive predictive value for the diagnosis
of malignancy!®**! FNA biopsy allows accurate
diagnosis in many medical changes that occur in
the male breast. However, this technique is less
helpful with ductal carcinoma in situ (DCIS),
especially in lesions that are cystic, such as
papillary DCIS, which has been described as
having a strong cystic component.2” Core needle
biopsy or FNA biopsy should be used more often
because these procedures can help to avoid
unnecessary surgery and may help in the
planning of any surgeries for cancer cases.!®
IHistopathologically, the majority of tumors are
invasive ductal carcinoma (85%-95%), followed
by DCIS (5%-10%). Invasive papillary
carcinoma is more common in males than in
females, accounting for approximately 2%-4%
of breast cancers in men compared with up to 1%
in women.??

Table 2: Histopathological types of Male Breast
Carcinoma

Histology Percentage(%)
Invasive ductal 85-95
ductal carcinoma in situ 5-10
invasive papillary 2
medullary 2
mucinous 1
paget’s 1
lobular 1

Estrogen receptors are expressed in 90% of male
breast carcinomas, a higher proportion than in
women and up to 96% are progesterone receptor
positive.®™™  Human epidermal growth factor
receptor 2 over expression has been reported in
16%, on average slightly lower than in females
but its effects on prognosis are unclear.®Y Hill
et al. reported an overall 5-year and 10-year
survival rate in patients with localized disease
to 86% and 64%, respectively. With positive
lymph nodes, the 5 and 10-year survival rate
decreased to 73% and 50%, respectively. The
prognosis is worse if four or more lymph nodes
are involved (10-year survival drops to 14%). The
old age, comorbidity at presentation, and shorter
life expectancy in men also affect prognosis.*
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Traditionally radical mastectomy (HALSTED)
was the reference treatment in male breast cancer
due to the frequent invasion of the pectoral major
muscle. Increasingly, it leaves space for modified
radical mastectomy (Patey and modified Patey)
that gives the same results with less postoperative
complications!®*! Radical mastectomy
(HALSTED) and modified radical mastectomy
(PATEY) represent together, more than 70% of
surgical procedures ¥ Nowadays, modified
radical mastectomy is the standard treatment 1%

However, the surgery of male breast cancer has
become less and less invasive. The most recent
studies mention lumpectomy and sentinel lymph
node technique which give the same therapeutic
results as radical surgery for tumors with sizes T1
and T2 ¥ The sentinel lymph node technique
would enable like in women, reduce morbidity
related to axillary dissection for small tumors of
less than 2.5 cm®37),
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Male breast carcinoma though rare exists. Efforts
to increase awareness among physicians and
patients would prevent it from spreading to other
parts of the body. Risk factors include family
history of breast carcinoma, klinefelter’s

syndrome, prior history of exposure to radiation.
The role of chemotherapy and adjuvant hormonal
treatment deserves more researches.

Source of Grant: None
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